to ultimately transfer the evidence tailored to the stakeholder (e.g. policy briefs, publications, information booklets, etc).
Methods and analysis:
This multi-regional qualitative study is the first of its kind, and is part of a mixed methods investigation of neonatal pneumonia in India. Eligible participants include health care providers, programme officers, academicians, representatives of NGOs/ bilateral agencies and policy makers. They will be recruited purposively from rural and urban, public and private, and facility and community health care settings across six Indian regions. Within each region, a minimum of one state will be selected. Districts will be based on neonatal mortality indicators. District selection will also be subject to feasibility at the time of conducting the study. We plan to conduct in-depth interviews (IDI) and Focus Group Discussions (FGD) with participants. IDI and FGD will focus on the following domains: (a) burden, (b) risk factors, (c) case management, (d) treatment guidelines, (e) barriers to case management, (f) recommendations. The number of interviews will depend on the information saturation. For face-to-face interviews, an interview and a note taker will be present at each interview. Interviews will be audio-recorded with prior written consent and transcribed verbatim. Principles of thematic analysis will be applied for qualitative data analysis on RQDA.
Ethics and dissemination:
The study will be conducted according to the principles in the 
Introduction
In recent decades in India, the neonatal mortality rate has declined more slowly than the post-neonatal mortality rate, and now over half of India's under-five deaths occur in the neonatal age group. 17% of these are attributed to pneumonia, making it the most deadly neonatal infection. 1 In the international effort to curb child deaths, addressing neonatal pneumonia in India is clearly an issue of global concern.
Developing countries contribute to around 151 of the annual 156 million under-five pneumonia cases. India is the largest contributor to global pneumonia deaths, accounting for around 43 million cases per year. Neonatal pneumonia differs from childhood pneumonia in many ways, and is classified as 'early onset' or 'late onset', corresponding to the two major environments from which the infectious agent may be contracted: the intrauterine environment and birth canal, and the external environment. 2 Moreover, differences in infective agents result in a number of characteristic variants of neonatal pneumonia. 3 The likelihood of occurrence can be augmented by risk factors and determinants. In India, economic compromise, poor immunization status, malnutrition and indoor air pollution are F o r p e e r r e v i e w o n l y some of the major risk factors for developing pneumonia. 4 Studies have previously reported that low birth weight, inadequate antenatal care, home birthing, untrained personnel, and other factors are associated with neonatal pneumonia. 5 Effective case management is a cornerstone of pneumonia control in children. However, studies have reported barriers (e.g. cost and complexities in treatment) to its implementation, especially in low-and-middle income (LMICs) like India, where the burden of pneumonia morbidity and mortality is high. 6 This is compounded by numerous supply (e.g. health system, staff absenteeism, lack of infrastructure) and demand (e.g. local social fact cultural barriers, health care perceptions and experiences) issues, which plague public health systems in developing countries. 7 8 Understanding context-specific factors and barriers for management and control of neonatal pneumonia is essential to design effective strategies for Each stakeholder at different levels of healthcare system (policymakers, healthcare providers, grass root level workers, informal care givers) experiences a different functional position in the healthcare delivery system, and is therefore able to offer in-depth, diverse and comprehensive perspectives of neonatal care, all of which are essential to attain a more complete understanding of neonatal pneumonia. The holistic understanding may help address the neonatal health by involving multiple actors and thus multiple factors to address neonatal health, a 'complex' problem. 9 Qualitative research has successfully been used to provide evidence to inform government-stated policy priorities in developing countries, by promoting an understanding of local problems and solutions to develop effective and sustainable interventions. 8 Qualitative studies have previously focused on perceptions of caregivers on barriers and factors related to pneumonia in childhood. However, empirical evidence largely exists for the childhood pneumonia and neonatal sepsis. There is a need for a study which captures the variety and depth of context-specific perceptions and experiences associated with neonatal pneumonia in India's various regions.
Aims:
This qualitative study is a part of a larger mixed-methods research project which also involves three systematic reviews on the same domains of inquiry as this study. This study will provide an in-depth and comprehensive understanding of neonatal pneumonia from stakeholders at different health system levels and settings across India. The findings of this study are planned to be synthesized with the evidence from the three reviews. The synthesized findings are anticipated to fill the evidence gap related to an understanding of the occurrence and case management of neonatal pneumonia in the Indian context. In addition, the recommendations provided by the stakeholders from their experience will serve as essential inputs to inform policy and design strategies to address neonatal health disparities more comprehensively across the diverse range of contexts present in this country.
Objectives:
1. To identify the risk factors of pneumonia in the neonatal age group (0-28 days) in the Indian context.
To understand pertinent barriers to the case management of neonatal pneumonia in
Indian health care facilities.
To understand factors that could facilitate the control of neonatal pneumonia in India

Methods and analysis:
Study Design: A qualitative study will be conducted to explore and understand the perceptions and experiences of various stakeholders regarding the following domains of interest:
• risk factors associated with neonatal pneumonia in the Indian context;
• barriers to the case management of neonatal pneumonia;
• recommendations for control and management of neonatal pneumonia in India This study will be conducted during 2016-17. We will recruit participants from multiple regions within India, representing both urban and rural, as well as facility-based and community-based neonatal care. To achieve this, we adapted a classification proposed in a previous study on neonatal mortality in India, where states were grouped into six regions:
North, South, Central, West, East and Northeast. 16 . Within each region, a minimum of one state will be selected. Using the most recent neonatal mortality estimates available, 15 we generated a series of district-level maps of neonatal mortality indicators (published elsewhere). Within the selected state, districts were grouped by NMR from published secondary data. We identified a total of four districts in each state: two with the lowest NMR (best performers), and two with the highest NMR (worst performers), (figure 1). We plan to recruit participants from one of each of the best performing and worst performing districts respectively. All geographical areas suspected to be conflict-prone, unsafe or inaccessible will be identified and excluded. District selection will also be subject to feasibility (e.g. after contacting key informants and liaisons in identified districts and discussing with advisory committee members). From these district(s), participants from urban and rural, public and private facility and community health care settings at different levels of the health care system will be recruited. This strategy was developed to recruit participants from contrasting settings, allowing for a wider range of perspectives, in order to build a comprehensive picture of neonatal pneumonia in India. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 
Participants
Through discussions with advisory members, it was agreed that as far as possible, we would target stakeholders from every component and level of the health system. We aim to include the following stakeholders in our study:
1. Programme officers (e.g. RMNCH+A/ IMNCI, State/District Health Officers) Recruitment: A purposive sampling approach will be employed to include participants from different settings and at various levels of the health system. Health care providers from private and public setups, at the community and facility at the primary, secondary and tertiary health care level will be included. Participants at different health system levels i.e.
responsible for policy making and implementation will also be identified and recruited.
To ensure successful participation, participants will be identified by liaising with governmental, non-governmental, bilateral and academic organizations who work in maternal and child health fields in the selected regions. Contact networks of the project and advisory members will also be utilized to facilitate this process. The participants will then be invited through personal telephonic calls and a formal invitation letter which will include the project brief. On consenting to participate in the research, the time, location and mode (face-to-face/ tele-interviews) of IDI will be ascertained through consultation with the participants. All efforts will be made to interview the participant in their natural setting.
A minimum of 24 neonatologists/ pediatricians, 12 neonatal nurses/ ANMs, 12 medical officers and 6 policy makers will be interviewed in total. However, the final numbers will be determined by attaining information saturation.
Data collection methods:
In-depth interviews (IDI) and focus group discussions (FGD) will be used to collect data. While IDI will comprise the main mode of data collection, we anticipate Supporting documents will include development of (i) survey form which collects data on participant details (socio-demographic information and duration of experience), consent details and interview details, and (ii) observations and field notes summary form. The guide will be pilot-tested before we proceed with the data collection in order to ensure that the guide is vivid and participants understanding of the concept and language. Any modification required will be taken into consideration after pilot-testing of the guide to be able to generate more in-depth information.
Two adequately qualified and trained research associates will be present during the interview; the primary researcher will lead the interview, and a second researcher will be responsible for recording the interview, making observations and taking field notes.
Interviews will be conducted either through face to face interaction or through online sources like Skype, teleconference, etc. (based on the convenience of the interviewee).
Recording: Interviews will be conducted in a language which the participant is comfortable speaking. Each interview is anticipated to last for 60 to 90 minutes. The number of interviews per participant will depend on information saturation. For face-to-face interviews, an interview and a note taker will be present at each interview. For tele- interviews, only the interviewer will be present at each interview. Interviews will be recorded on a portable, electronic voice recorder (Sony ICD-PX440), and transferred to a computer for storage and transcription. Field notes will be maintained for every interview which will highlight the reflections on the interview process, non-verbal cues of the interviewee as well as the initial themes that emerge as a result of the interview.
Data management
Data organization: A unique identification code will be assigned to audio files. Audio recording of each interview will be assigned with a similar unique identification code to the participant's identification code. Naming of the file will help the team to easily locate and retrieve the file whenever required for transcription. All transcripts will be named after participation ID and date and place of interview. Then the transcripts of each interview will be saved along with the informed consent of that particular participant.
Data transcription: All interviews will be recorded (with prior consent) and transcribed verbatim (involves active and repeated listening and observation of the data collected).
Interviews will first be transcribed in the language of the interview and then translated into English. The transcripts will be supplemented with field notes, if and when necessary. The
English transcripts for interviews other than those in English will be back translated into that language at a later stage for quality assurance purposes. To ensure quality, 10% of the transcripts will be checked with the tape-recorded interviews by a researcher other than the interviewer.
Data storage: A master archival log and an archival information sheet will be developed beforehand, all audio files and transcripts lists will be entered into the archival sheet. The archival sheet such will contain details such as date, location, interviewer's name, name of the person who transcribed the data etc. Backup of all transcript files to a secured external device which can be accessible only to the research team Data ownership: Research team, funding agency and stakeholders will retain ownership of the data. Further clarification on data ownership will be discussed.
Data Analysis: The transcript will be cleaned only when it has to do with the identity of the participants. Where possible, the data from the transcripts will be organized in the form of a chart or table that will data allows us to easily analyze the response to each question individually, in order to make it easier to pick out concepts and themes. Thematic analysis of the transcripts will be done. Codes will be developed by reading and re-reading the transcripts. For this, specific words/phrases/ideas/opinion/issues related to the objective of the study that occurs repeatedly in the data will be identified. The interviewers will make note of the different ideas as the different responses are read through. Different codes will be explored and listed till information is saturated. A code book will be developed to list and define the codes identified based on the objective of the study. Two of the research team members and an independent qualitative research advisor of the project will check the two cycles of coding using the IDI guide as reference. The coders will then meet to discuss the coding schemes and resolve differences. Re-labeling of the codes will be done if and where necessary. Next, similar codes will be grouped and categorized in a meaningful way. This will subsequently lead to generation of important categories and concepts related to the main themes of the study. Each response may be associated to one or more theme. Hence, different categories can be classified under one main over-arching theme. In addition to already identified themes, themes will be derived, if any, from the categories. The data will be managed by the use of R QDA package. This software will facilitate the organization and management of datasets at every stage of qualitative data analysis.
Ethics and dissemination
Ethical Approval: The study will be conducted according to the principles in the Declaration Informed Consent: Participation will be entirely voluntary. Informed consent will be mandatory for participation in the study. For face-to-face interviews, written informed consent will be obtained. For tele-interviews, verbal informed consent will be obtained.
Where recording is denied, hand written notes will be taken by the researchers.
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Confidentiality: Confidentiality and privacy of the participant will be maintained at every stage of the research. A unique identification code will be given to each participant.
Recordings of the interviews will be assigned only the number and cannot be linked to the participant's identifiers. During data cleaning, all potential identifiers will be removed to create a 'clean' data set. 18 The data will be kept anonymous at all stages of the study.
Participants will remain unidentifiable in all transcripts, and in all reports from this study.
Dissemination:
The findings of the study will be shared with all stakeholders of this research including the participants. Knowledge dissemination workshops will be conducted with relevant stakeholders to ultimately transfer the evidence tailored to the stakeholder (e.g.
policy briefs, publications, information booklets, etc).
Quality Control and Reporting
Reporting of the qualitative study will be informed by two guidelines: The Standards for
Reporting Qualitative Research (SRQR) 19 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48 review of noninterventional  studies  Information sources 9 Describe all intended information sources (such as electronic databases, contact with study authors, trial registers or other grey literature sources) with planned dates of coverage Pg 5-6
Search strategy 10 Present draft of search strategy to be used for at least one electronic database, including planned limits, such that it could be repeated Pg 6
Study records: Data management 11a Describe the mechanism(s) that will be used to manage records and data throughout the review Pg 6
Selection process 11b State the process that will be used for selecting studies (such as two independent reviewers) through each phase of the review (that is, screening, eligibility and inclusion in meta-analysis) Pg 6-7
Data collection process 11c Describe planned method of extracting data from reports (such as piloting forms, done independently, in duplicate), any processes for obtaining and confirming data from investigators Pg 7
Data items 12 List and define all variables for which data will be sought (such as PICO items, funding sources), any pre-planned data assumptions and simplifications Pg 6-7
Outcomes and prioritization 13 List and define all outcomes for which data will be sought, including prioritization of main and additional outcomes, with rationale Pg 5
Risk of bias in individual studies
14 Describe anticipated methods for assessing risk of bias of individual studies, including whether this will be done at the outcome or study level, or both; state how this information will be used in data synthesis Pg 8
Data synthesis 15a Describe criteria under which study data will be quantitatively synthesised Pg 8-9 15b If data are appropriate for quantitative synthesis, describe planned summary measures, methods of handling data and methods of combining data from studies, including any planned exploration of consistency (such as I 2 , Kendall's τ) Pg 8
15c Describe any proposed additional analyses (such as sensitivity or subgroup analyses, meta-regression) Pg 8-9 15d If quantitative synthesis is not appropriate, describe the type of summary planned Pg 8 Meta-bias(es)
16 Specify any planned assessment of meta-bias(es) (such as publication bias across studies, selective reporting within studies) Pg 9 Confidence in cumulative evidence 17 Describe how the strength of the body of evidence will be assessed (such as GRADE) Pg 9
* It is strongly recommended that this checklist be read in conjunction with the PRISMA-P Explanation and Elaboration (cite when available) for important clarification on the items. Amendments to a review protocol should be tracked and dated. The copyright for PRISMA-P (including checklist) is held by the PRISMA-P Group and is distributed under a Creative Commons Attribution Licence 4.0. and design tailored strategies for controlling neonatal pneumonia.
Methods and analysis:
A pan-India qualitative study will be conducted. Participants include health care providers, programme officers, academicians, representatives of NGOs/ bilateral agencies and policy makers. They will be recruited purposively from rural and urban, public and private, and facility and community health care settings across six Indian regions. Within each region, a minimum of one state will be selected. Districts will be based on neonatal mortality indicators, and will be subject to feasibility at the time of conducting the study.
We plan to conduct in-depth interviews (IDI) and Focus Group Discussions (FGD) focusing on 
Ethics and dissemination: The protocol has been approved by the Health Ministry Screening
Committee (HMSC), Government of India and the Institutional Ethics Committee at the host institution. Confidentiality and privacy of the participants will be maintained. The findings of the study will be shared with all stakeholders of this research including the participants.
Knowledge dissemination workshops will be conducted to ultimately transfer the evidence tailored to the stakeholders' need.
Keywords: Neonate, Pneumonia, Qualitative study, Protocol, Case Management, India 
Introduction
In recent decades in India, the neonatal mortality rate has declined more slowly than the post-neonatal mortality rate, and now over half of India's under-five deaths occur in the neonatal age group. Seventeen percent of these are attributed to pneumonia, making it the most deadly neonatal infection. 1 In the international effort to curb child deaths, addressing neonatal pneumonia in India is clearly an issue of global concern.
Developing countries contribute to around 151 of the annual 156 million under-five pneumonia cases. India is the largest contributor to global pneumonia deaths, accounting for around 43 million cases per year. Neonatal pneumonia differs from childhood pneumonia in many ways, and is classified as 'early onset' or 'late onset', corresponding to the two major environments from which the infectious agent may be contracted: the intrauterine environment and birth canal, and the external environment. 2 Moreover, differences in infective agents result in a number of characteristic variants of neonatal pneumonia. 3 The likelihood of occurrence can be augmented by risk factors and determinants. In India, economic compromise, poor immunization status, malnutrition and indoor air pollution are some of the major risk factors for developing pneumonia. 4 Studies have previously reported that low birth weight, inadequate antenatal care, home birthing, untrained personnel, and other factors are associated with neonatal pneumonia. 5 Effective case management is a cornerstone of pneumonia control in children. However, studies have reported barriers (e.g. cost and complexities in treatment) to its implementation, especially in low-and-middle income (LMICs) like India, where the burden of pneumonia morbidity and mortality is high. 6 This is compounded by numerous supply (e.g. health system, staff absenteeism, lack of infrastructure) and demand (e.g. local social fact cultural barriers, health care perceptions and experiences) issues, which plague public health systems in developing countries. 7 8 Understanding context-specific factors and barriers for management and control of neonatal pneumonia is essential when designing effective strategies. Each stakeholder at different levels of healthcare system (policymakers, healthcare providers, grass root level workers, informal care givers) experiences a different functional position in the healthcare Aims: This qualitative study is a part of a larger mixed-methods research project which also involves three systematic reviews on the same domains of inquiry as this study. This study will provide an in-depth and comprehensive understanding of neonatal pneumonia from stakeholders at different health system levels and settings across India. The findings of this study are planned to be synthesized with the evidence from the three reviews. The synthesized findings are anticipated to fill the evidence gap related to an understanding of the occurrence and case management of neonatal pneumonia in the Indian context. In addition, the recommendations provided by the stakeholders from their experience will serve as essential inputs to inform policy and design strategies to address neonatal health disparities more comprehensively across the diverse range of contexts present in this country.
Objectives:
1. To identify the risk factors of pneumonia in the neonatal age group (0-28 days) in the Indian context. would provide us with trained interpreters on request for facilitating the interview. We will report such instances in the final manuscript after results in the section on "Reflexivity" for information of the readers. • risk factors associated with neonatal pneumonia in the Indian context;
• recommendations for control and management of neonatal pneumonia in India 
Participants
Through discussions with advisory members, it was agreed that as far as possible, we would target stakeholders from every component and level of the health system. We aim to include the following stakeholders in our study: It is anticipated that community-based staff will provide valuable insights into the burden, risk factors and barriers to the case management of neonatal pneumonia, as well as other related health services and schemes available for neonatal care. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 
Sampling strategy
This study will be conducted during 2016-17 (details on specific data collection periods have been provided in the section on "study status" below). We will recruit participants from multiple regions within India, representing both urban and rural, as well as facility-based and community-based neonatal care. To achieve this, we adapted a classification proposed in a previous study on neonatal mortality in India, where states were grouped into six regions: North, South, Central, West, East and Northeast. 16 . Within each region, a minimum of one state will be selected. Using the most recent neonatal mortality estimates available, 15 we generated a series of district-level maps of neonatal mortality indicators (published elsewhere). Within the selected state, districts were grouped by NMR from published secondary data. We identified a total of four districts in each state: two with the lowest NMR (best performers), and two with the highest NMR (worst performers) (Figure 1 ). We plan to recruit participants from one of each of the best performing and worst performing districts respectively. All geographical areas suspected to be conflict-prone, unsafe or inaccessible will be identified and excluded. District selection will also be subject to feasibility (e.g. after contacting key informants and liaisons in identified districts and discussing with advisory committee members). From these district(s), participants from urban and rural, public and private facility and community health care settings at different levels of the health care system will be recruited. This strategy, despite being time-and labour-intensive, was developed to recruit participants from contrasting settings, allowing for a wider range of perspectives, in order to build a comprehensive picture of neonatal pneumonia in India.
Recruitment: A purposive sampling approach will be employed to include participants from different settings and at various levels of the health system. Health care providers from private and public setups, at the community and facility at the primary, secondary and tertiary health care level will be included. Participants at different health system levels i.e.
responsible for policy making and implementation will also be identified and recruited. To ensure successful participation, participants will be identified by liaising with governmental, non-governmental, bilateral and academic organizations who work in maternal and child health fields in the selected regions. Contact networks of the project and advisory members will also be utilized to facilitate this process. The participants will then be invited through personal telephonic calls and a formal invitation letter which will include the project brief. The participants will be informed about the project goals and provided with a project brief via email. Additionally, participants will also be informed about the interviewers' background and the reasons for conducting this research.
On consenting to participate in the research, the time, location and mode (face-to-face/ tele-interviews) of IDI will be ascertained through consultation with the participants. All efforts will be made to interview the participant in their natural setting. We plan to include a minimum of 24 neonatologists/ pediatricians, 12 neonatal or staff nurses, 12 community health workers (ANM/ASHA), 12 medical officers and 6 policy makers will be interviewed in total. However, the final numbers will be determined by attaining information saturation.
Data collection methods:
In-depth interviews (IDI) and focus group discussions (FGD) will be used to collect data. While IDI will comprise the main mode of data collection, we anticipate that focus group discussions (FGDs) might become necessary in some instances where nurses or community health workers may be involved as participants. When a minimum of four participants of the same category (e.g. nurses or ASHAs) are available and in depth interviews may not seem feasible (e.g. time constraints per participant), a FGD will be conducted. Similar guides will be used for IDI and FGD.
A detailed IDI/FGD guide will be formulated after literature review, in consultation with clinical experts and qualitative research specialists. The guide will be customized to the level of the stakeholder to allow questioning strategy to be more flexible. The IDI/FGD guide which will contain the lists of issues we want to explore and will include open ended questions on the following themes relating to neonatal pneumonia in India Supporting documents will include development of (i) survey form which collects data on participant details (socio-demographic information and duration of experience), consent details and interview details, and (ii) observations and field notes summary form. The guide will be pilot-tested before we proceed with the data collection in order to ensure that the guide is vivid and participants understanding of the concept and language. Any modification required will be taken into consideration after pilot-testing of the guide to be able to generate more in-depth information. Interviews will be conducted either through face to face interaction or through online sources like Skype, teleconference, etc. (based on the convenience of the interviewee). During the interview, the primary researcher will lead the interview, and a second researcher will be responsible for recording the interview, making observations and taking field notes.
Recording: Interviews will be conducted in a language which the participant is comfortable speaking. Each interview is anticipated to last for 60 to 90 minutes. The number of interviews per participant will depend on information saturation. For face-to-face interviews, an interview and a note taker will be present at each interview. For teleinterviews, only the interviewer will be present at each interview. Interviews will be audiorecorded on a portable, electronic voice recorder (Sony ICD-PX440), and transferred to a computer for storage and transcription. Field notes will be maintained for every interview which will highlight the reflections on the interview process, non-verbal cues of the interviewee as well as the initial themes that emerge as a result of the interview.
Data management
Interviews will first be transcribed in the language of the interview and then translated into Data ownership: Research team, funding agency and stakeholders will retain ownership of the data. Further clarification on data ownership will be discussed.
Data Analysis:
We will follow a grounded theory approach. The transcript will be cleaned only when it has to do with the identity of the participants. Where possible, the data from the transcripts will be organized in the form of a chart or table that will data allows us to easily analyze the response to each question individually, in order to make it easier to pick out concepts and themes. Thematic analysis of the transcripts will be done. To address the viewpoints and opinions collected from different stakeholders (e.g. pediatricians, community health workers, policy makers), we will also analyze the responses according to the type of stakeholder.
Codes will be developed by reading and re-reading the transcripts. For this, specific words/phrases/ideas/opinion/issues related to the objective of the study that occurs repeatedly in the data will be identified. The interviewers will make note of the different ideas as the different responses are read through. Different codes will be explored and will code the data, and an independent qualitative research advisor of the project will check the two cycles of coding using the IDI guide as reference. The coders will then meet to discuss the coding schemes and resolve differences. Re-labeling of the codes will be done if and where necessary. Next, similar codes will be grouped and categorized in a meaningful
way. This will subsequently lead to generation of important categories and concepts related to the main themes of the study. Each response may be associated to one or more theme.
Hence, different categories can be classified under one main over-arching theme. In addition to already identified themes, themes will be derived, if any, from the categories.
The data will be managed by the use of R QDA package. This software will facilitate the organization and management of datasets at every stage of qualitative data analysis.
Ethics and dissemination
17
Dissemination:
The findings of the study will be shared with all stakeholders of this research including the participants. Knowledge dissemination workshops will be conducted with 
Strengths and limitations of the study
Strengths: This is a pan-India study covering all regions of India and wide range of stakeholders of the public and private, rural and urban neonatal health system. This is the first qualitative study, to the best of our knowledge, to address the issue of neonatal pneumonia in India. Thus, this study will contribute to the knowledge about prevention, management and control of pneumonia among neonates in the Indian context.
Limitations: There are some limitations to our study. Final selection of states and districts from each region will depend on the feasibility of access and willingness of participants in the district. Secondly, we have not included parents/ guardians as potential participants. Third, we anticipate that there may exist a perceived power difference (e.g. in qualification, professional status, etc) between the interviewer and interviewee (e.g. policy makers, programme managers, pediatricians), which may limit the depth of data collected. We have tried to counter this limitation with extensive training and mock interviews with similar stakeholders. Additionally, as required by COREQ, we will report each interviewee's characteristics.
Quality Control and Reporting
Reporting Qualitative Research (SRQR) 19 and the Consolidated criteria for reporting qualitative research (COREQ).
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Study status
The data collection has not yet been completed for this study. The data collection has been 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48 
